Military deployment of a parent is a risk factor for children's internalizing and externalizing problems. This risk may be heightened in National Guard and Reserve (NG/R) families who tend to be isolated from other NG/R families and do not benefit from the centralized support system available to active duty families living on military bases. Isolation and trauma-related disorders may complicate the adjustment of military families during reintegration. An evidence-based parent training intervention was modified to meet the unique needs of recently deployed NG/R parents and their spouses, and the modified program was evaluated in a randomized controlled trial. The current study examines engagement and satisfaction with the program. Modifications such as employment of military-connected facilitators sought to maximize engagement in and satisfaction with the program. Engagement and satisfaction were examined between mothers and fathers, as well as between groups led by a military-connected facilitator and those led by civilian facilitators. Significantly greater engagement was noted for groups that were led by a militaryconnected facilitator (p ϭ .01). There were no differences between genders in attendance rates, though greater positive group experiences were reported by mothers versus fathers (p ϭ .01). Results are discussed in the context of engagement and satisfaction reported for similar programs. Implications for working with military families are also considered.
not account for the nature of the deployment cycle, its effects on coparenting and children, or military culture. This lack of sensitivity to the military context may contribute to difficulty engaging military parents in parenting interventions (Wadsworth et al., 2013) . Moreover, even if parents attend one or more initial sessions, those who are dissatisfied with the intervention may drop out prematurely, severely limiting their exposure to critical program content (Bernal, Jiménez-Chafey, & Domenech Rodríguez, 2009) .
One meta-analysis found that adapting interventions to meet the unique needs of a given population consistently enhanced not only engagement but also satisfaction with the intervention (Griner & Smith, 2006) . A separate review of multiple meta-analyses suggested that modified interventions consistently result in enhanced outcomes (Lee, Vu, & Lau, 2013) . However, these meta-analyses have not addressed military families, leaving a critical gap in the literature.
Military families often experience transitions of parents in and out of the home, as a result of deployments. Reintegration of a deployed parent back into the home upon return from deployment may constitute a particularly challenging period for the family. Renegotiating parenting roles may be among the more salient of these reintegration challenges. These transitions can be particularly difficult for National Guard/Reserve (NG/R) families. In the absence of an active duty military base, NG/R families are often isolated from both the social support of other military families and service providers who are experienced with the effects of deployment on the family system (Lemmon & Chartrand, 2009 ). Coparenting and children's adjustment may be further challenged by the impact of combat stress on parents' functioning, including their parenting practices (Creech et al., 2014; Gewirtz & Zamir, 2014) . Given the unique experiences and challenges of NG/R deployment and reintegration, modifications were made to an existing evidence-based parenting program. Given meta-analytic evidence for the benefit of modified interventions (Griner & Smith, 2006; Lee, Vu, & Lau, 2013) , the Parent Management Training-Oregon Model (PMTO) was modified to respond to the unique needs of reintegrating NG/R families, with specific attention to maximizing engagement in and satisfaction with the program (Gewirtz, Pinna, Hanson, & Brockberg, 2014) .
Parent Management Training-Oregon Model
PMTO is a theory-and evidence-based practice (EBP) that targets improved parenting practices and child adjustment. Data from multiple randomized controlled trials have demonstrated positive outcomes of the intervention for parenting, parents' wellbeing, and child adjustment, with cascading positive effects across the family system observed in long-term follow-up (Forgatch, Patterson, DeGarmo, & Beldays, 2009; Patterson, Forgatch, & DeGarmo, 2010) . For example, one randomized trial of a PMTO intervention for divorcing mothers found that mothers' improved parenting as a result of the program predicted reductions in boys' maladaptive behaviors, and families assigned to the program had fewer youth arrests 9 years later, compared with those assigned to a control group (Forgatch et al., 2009) . Similarly, PMTO-related reductions in maladaptive peer association predicted subsequent reduction in children's own maladaptive behaviors (Patterson et al., 2010) . Although PMTO was begun as an intervention targeting youth at risk for or demonstrating antisocial behaviors, it has been successfully modified to meet the needs of a wide range of families experiencing stressful transitions (e.g., divorced parents, stepfamilies, Latino immigrants; Forgatch & Gewirtz, in press; Forgatch et al., 2009) .
PMTO is grounded in social interaction learning (SIL) theory, which suggests that children's adjustment is closely linked to their interactions with caretaking adults (Forgatch & Gewirtz, in press; Patterson, 2005) . More specifically, SIL suggests that coercive parenting is associated with adverse child outcomes (Patterson, 1982) . The goal of the program is to empower parents to use positive parenting strategies, rather than relying on coercive tactics. Parents learn to be proactive, rather than reactive, planning ahead for situations in which undesirable behaviors are likely to occur. PMTO targets five domains of positive parenting practices: (1) skill encouragement, (2) positive involvement, (3) family problem-solving, (4) monitoring, and (5) effective discipline (Forgatch & Gewirtz, in press ). For two-parent families, a "united parenting front" (i.e., effective coparenting) is seen as fundamental to the success of all five targets.
Although the PMTO intervention is evidence-based and well established, it has not been previously modified or tested with military families. Military families, and particularly those in the Reserve component, may be harder to engage in preventive interventions because of their busy lifestyles (juggling military service and civilian jobs), perceptions that civilian programs do not meet the needs of military families, and stigma about seeking psychosocial health services (Pietrzak, Johnson, Goldstein, Malley, & Southwick, 2009 ). These barriers may be exacerbated when NG/R families are not connected with service providers who are familiar with their unique needs. These barriers may be even greater among fathers versus mothers, given evidence suggesting that mothers are more comfortable than fathers in seeking help for their family (as reviewed in Spoth & Redmond, 2000) .
Barriers to Engagement and Satisfaction
Professionals who lack familiarity or experience with military families' unique needs may have greater difficulty engaging military families than would providers who understand, have close ties with, or are themselves service members. Evidence has suggested that participant engagement in and satisfaction with parenting interventions may vary significantly as a function of such connectedness to service providers (Cabral & Smith, 2011; Sawrikar & Katz, 2008) . Intervention participants working with service providers who share common characteristics may engage in interventions at higher rates than those who receive services from unfamiliar providers. Research has suggested that clients prefer to be matched with service providers who share common characteristics and that matching predicts more positive outcomes (Cabral & Smith, 2011; Sawrikar & Katz, 2008) . Engagement and satisfaction are also believed to be critical factors contributing to positive outcomes (Bernal et al., 2009; Morawska & Sanders, 2006) . In the present study, we examined whether militaryconnected facilitators (MCFs; i.e., those who were themselves in a military family or who had worked within military systems) would elicit greater program engagement and/or satisfaction from participants, compared with non-MCFs. This document is copyrighted by the American Psychological Association or one of its allied publishers.
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Although we expected engagement and satisfaction to be greater within groups facilitated by MCFs, existing evidence has suggested that engagement in parenting programs also varies as a function of parent gender (Calam, Sanders, Miller, Sadhnani, & Carmont, 2008; Spoth & Redmond, 2000) , with mothers typically participating at far higher rates than fathers (e.g., Calam et al., 2008) . Work by Spoth and colleagues has demonstrated genderbased differences in factors such as desire to participate in parenting programming and perceived benefits of such programming (as reviewed in Spoth & Redmond, 2000) . Although mothers often experience parenting interventions as more acceptable than do fathers (Metzler, Sanders, Rusby, & Crowley, 2012) , the extent to which this may explain gender-based differences in engagement is unclear. Moreover, it is unclear how gender-based effects on engagement and satisfaction might manifest within military families. Given the emphasis on masculinity within military culture (Alfred, Hammer, & Good, 2014) and the stereotypically feminine (nurturing) nature of parenting, it might be predicted that gender effects on engagement and satisfaction would be more pronounced within military families, compared to civilian families.
Modifying PMTO for the Military Context:
After Deployment, Adaptive Parenting Tools (ADAPT)
With its extensive evidence base, PMTO provides a strong foundation for intervening to strengthen military NG/R families experiencing deployments. Historically, however, low rates of engagement in parenting programs have been noted, even among mothers (e.g., Dumas, Begle, French, & Pearl, 2010) . These low rates of engagement, the impact of deployment-related stressors on parenting, parent and child adjustment (e.g., Aranda et al., 2011; Creech et al., 2014; Gewirtz & Zamir, 2014) , and isolation of NG/R families from one another (Lemmon & Chartrand, 2009) offer evidence for the need to modify PMTO for reintegrating NG/R families. Therefore, the After Deployment, Adaptive Parenting Tools intervention (ADAPT; was developed as a modification of PMTO in an effort to maximize likelihood of family engagement, respond to the impacts of deployment-related stressors, and connect NG/R families with one another.
Three program elements were aimed at maximizing parents' engagement. First, military-connected human service professionals (i.e., those with a good understanding of deployment and reintegration stressors) were employed to facilitate groups when possible. Second, program delivery sites were selected as proximally as possible to families' homes, with parents' convenience in mind (Mytton, Ingram, Manns, & Thomas, 2014) . Finally, web-based supplements to the group format were developed to reinforce in-person content and also to help fill in for missed sessions when families were not able to attend an in-person session (DuppongHurley, Hoffman, Barnes, & Oats, 2016; Frank, Keown, Dittman, & Sanders, 2015) .
Two elements were designed to target the impacts of combatrelated stressors. These key ADAPT modifications to the standard PMTO program included a strong emphasis on emotions in family communication. More specifically, ADAPT was designed to help parents respond effectively to their children's emotions by (a) improving parents' emotion regulation capacities and (b) teaching their children about emotions (i.e., emotion coaching). Mounting evidence has demonstrated the utility of mindfulness exercises in promoting emotion regulation skills (Chambers, Gullone, & Allen, 2009 ). Therefore, mindfulness exercises were included in each session, and more explicit emotion coaching skills were taught across several sessions.
Finally, an additional program modification was made with the goal of connecting NG/R families with one another. Originally designed as a multifamily group intervention , ADAPT was delivered in multifamily sessions led by teams of two to three facilitators.
1 The multifamily sessions served to connect NG/R families with one another in order to address the stress of not being connected with families familiar with the deployment experience.
In the current study, we focused on determining the extent to which ADAPT was able to successfully engage NG/R families and the extent to which parents would be satisfied with the program. We examined whether engagement and satisfaction differed between groups that were led by at least one military-connected individual within the team of facilitators and groups that did not include an MCF. We expected that groups conducted by a team that included at least one MCF would yield better parent engagement and satisfaction. Secondarily, we examined whether engagement and satisfaction differed between mothers and fathers. Given evidence that mothers often engage in parenting programming at higher rates than do fathers (Calam et al., 2008) and that mothers often experience parenting interventions as more acceptable than do fathers (Metzler et al., 2012) , we expected that mothers would attend more and report greater satisfaction with ADAPT than would fathers.
Method
The following methods were used to examine engagement and satisfaction with ADAPT within a randomized-control trial (RCT) of the program conducted in a large midwestern metropolitan region. All methods were approved by an institutional review board, and all participants provided informed consent. The present report documents results from only those participants randomly assigned to the intervention (i.e., ADAPT) condition.
Design
Families (N ϭ 336) who enrolled in the ADAPT study were randomly assigned to either the ADAPT intervention (60%; n ϭ 207) or services as usual (40%; n ϭ 129). Families participated in the study over a 2-year period to gauge the effectiveness of the parenting program on parenting, child, and parent outcomes. Of the 207 families in the intervention condition, 84.5% (n ϭ 175) participated in the program (i.e., attended at least one group and/or engaged with the ADAPT online enhancements). In this article, we report on engagement and satisfaction for the 156 families (271 parents) who attended at least one session of the in-person ADAPT intervention groups (the remaining 19 families engaged with only the online components, never attending a group session). 
Procedures
Outreach efforts used to recruit reintegrating military families to the study included collaboration with the local Veterans Administration, Deployment Cycle Support (DCS), and Beyond the Yellow Ribbon. Through DCS, ADAPT staff were invited to attend family picnics and reintegration events. In addition, flyers were posted throughout the community, notifications were posted in social media (e.g., Facebook), and local TV and radio networks aired news stories about the ADAPT program.
To qualify for the study, families were required to have at least one biological, adoptive, or stepchild between the ages of 4 and 12 years of age living with them and at least one parent who had deployed to recent conflict in Iraq or Afghanistan. After providing informed consent, families were randomized and informed of their randomization status via a phone call from project staff. Families randomized to services-as-usual were sent parenting resources (i.e., parenting tips and links to online parenting resources), whereas those randomized to ADAPT groups were invited to participate in a parenting group. All groups were led by facilitators with training in psychology, counseling, or social work. When possible, facilitators were military-connected. Military connections included being a current or past service member, a military contractor (e.g., military family life consultant or family readiness group coordinator), Veterans Administration clinician, or military spouse. Facilitators received 10 days of training in the ADAPT intervention, plus booster sessions and coaching sessions every other week while delivering the intervention. Groups were conducted at a location within reasonable driving distance (30 -40 min) of families' homes. The primary reason that parents declined groups was scheduling conflicts with family plans and activities.
Participants
Families consisted of at least one child between the ages of 4 and 12 and at least one parent who had deployed to the recent conflicts. Mean parent age was 35.97 (SD ϭ 6.11). Fathers made up about half (48.2%) of the sample. Most of the sample was European American (92.6%), whereas 7.4% identified with a minority status. Most parents (88.7%) were married upon entering the study, with a mean of 9.7 years married (SD ϭ 5.10). Mean number of children in the home was 2.22 (SD ϭ .92). Average annual household income was between $60,000 and $69,999, and nearly half of the sample (47.7%) had completed at least a bachelor's degree.
Intervention
Groups were scheduled to meet weekly, except for holidays, for 2 hours in the evening over 14 weeks. Dinner and childcare were offered during each session, and a $15 gift card was provided to offset the cost of travel. In some cases, groups combined two sessions due to unforeseeable conditions (e.g., winter snowstorm), resulting in the 14-week program's being delivered in 12 or 13 sessions. The intervention families were divided into seven cohorts, ranging from 12 to 36 families per cohort, as families entered the study. Within each cohort, group meetings consisting of four to seven families were held in geographic locations across a large metropolitan area, providing parents with options to select their preferred group location, day, and time.
Group facilitators made introductory phone calls to families prior to the first session. At the first ADAPT session, parents each received a binder with handouts for use during sessions, as well as instructions for home practice assignments, instructions for accessing the ADAPT online supplements, and satisfaction forms used to evaluate parents' experiences of the program. The purpose of the home practice assignments was to reinforce principles learned in the group. Facilitators called families between weekly sessions to provide support to families in implementing home practice assignments. Experiences with assignments were then discussed in the next group session. Parents also had a chance to receive small incentives (e.g., candy and door prizes) for attending sessions on time and completing home practice.
Between weekly sessions, parents received e-mail links to access online supplements, consisting of short skill and practice videos (i.e., 3-to 6-min demonstrations of parenting tools and principles), handouts (e.g., incentive charts and session summaries), and short (2-20 min) mindfulness exercises. Online supplements remained available to parents for 1 year following completion of the program.
Two or three facilitators led each ADAPT group. A total of 31 facilitators (20 military-connected and 11 with no military connection) delivered the ADAPT program. The military-connected facilitators were randomly assigned to the intervention groups. To ensure fidelity, we videotaped all sessions. This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly.
Measures of Success
Engagement. Engagement was operationalized as attendance at face-to-face sessions and completion of home practice assignments. It was measured at both the family level (a family was considered engaged if one or two parents participated) and individual level. Given that the total number of sessions varied from 12 to 14, engagement is reported as percentage of total sessions attended and percentage of home practice assignments completed.
Satisfaction. Satisfaction with the ADAPT group was assessed at the individual level with a 20-item participant satisfaction survey. The survey was developed by Forgatch (1994) for PMTO interventions and was modified for ADAPT use . Items on the survey addressed participant satisfaction with the program, group experiences, and home practice assignments. Two items also assessed participant mood during the sessions, but these items loaded poorly on key factors (participant satisfaction, positive group experiences, and home practice satisfaction). Therefore, these two items were not included in the present analyses. The remaining 18 of the original 20 items were used for current analyses. All items were assessed using a 5-point Likert scale ranging from 0 (not at all) to 4 (very much). Surveys were placed in the participant binders in advance of the first group, prelabeled with the session number and the confidential participant identification number. Facilitators asked parents to complete surveys at the end of each group session. Parents then placed surveys in an envelope to maintain anonymity. Satisfaction survey factors emerged from analysis of item reliabilities and factor analysis of the full scale (specific information about these analyses is available from the corresponding author).
Factor 1: Participant satisfaction. This score was computed by first averaging the three relevant items at each session (agreed with ideas, information presented today was helpful, enjoyed group) and then calculating the mean of these scores across sessions for each parent. Higher scores indicated higher satisfaction. Cronbach's alphas ranged from .81 to .92 across sessions.
Factor 2: Positive group experiences. A positive group experience variable was computed by first averaging the eight relevant items at each session (facilitators were encouraging, felt open, active participation, felt accepted by other group members, pleasantly humorous things happened, I paid careful attention, understood by facilitators, like the facilitators) and then calculating the mean of these scores across sessions. Higher scores indicate a more positive group experience. Cronbach's alphas ranged from .84 to .93.
Factor 3: Home practice satisfaction. This factor was computed by first averaging the four relevant items at each session (home practice was helpful, I was successful with home practice, my children responded well, assignment fits well with my family life) and then calculating the mean of these scores across sessions. Higher scores indicate higher satisfaction with practice material. Cronbach's alphas ranged from .86 to .97.
Data Analyses
Data were analyzed at both the family and individual levels for engagement, whereas satisfaction data were analyzed at the individual level only. For engagement, both attendance and home practice completion data were aggregated from individual parents into family level outcomes. Specifically, if at least one of the parents in a family attended a particular session, then family attendance for the session was coded as attended. Likewise, home practice completion was aggregated at the family level. To avoid biases of imputing missing data, missing values in all analysis were handled with list-wise deletion (Allison, 2000) .
Missing data. Chi-square and t tests were conducted to determine the extent to which missing data were related to demographic characteristics, cohort, or primary outcomes. Whereas full data were available for attendance, home practice completion was missing for 14 parents (seven families). Parents who did not report on home practice completion had fewer children, t(267) ϭ 2.55, p ϭ .01; attended fewer sessions, t(269) ϭ 7.10, p Ͻ .01; and reported lower participant satisfaction, t(242) ϭ 3.04, p Ͻ .01, and lower positive group experiences, t(242) ϭ 2.63, p ϭ .01. Missingness of home practice completion did not vary as a function of remaining demographic characteristics (ps Ն .25). In addition to missing home practice completion data, 27 parents did not provide full participant satisfaction data. Parents who did not provide participant satisfaction data attended fewer sessions, t(269) ϭ 7.10, p Ͻ .01. Missingness of participant satisfaction data did not vary as a function of other outcome variables or demographic characteristics (ps Ն .11). Similar to participant satisfaction, 27 parents did not provide full positive group experience data and were thus excluded from relevant analyses. Parents who did not provide data on positive group experiences attended fewer sessions, t(269) ϭ 5.45, p Ͻ .01, but did not differ on other outcomes or demographic characteristics (ps Ն .11). Eighteen parents who reported completing home practice assignments did not provide full data on home practice satisfaction. Parents who did not provide data on home practice satisfaction attended fewer sessions, t(245) ϭ 4.39, p Ͻ .01, but did not differ according to other outcome variables or demographic characteristics (ps Ն .06).
Preliminary analyses. Correlations, t tests, and analyses of variance were conducted to examine whether engagement and satisfaction varied as a function of demographic characteristics or cohort and whether demographics differed between MCF and non-MCF groups. Table 1 presents correlations between parentlevel outcomes and continuous demographic characteristics. Age was negatively correlated with home practice completion, as well as all three measures of satisfaction; older parents tended to report completing fewer home practice assignments and experiencing lower satisfaction. Outcomes did not differ according to deployment status (ps Ն .08) (i.e., between parents who deployed to current conflicts and civilian or never-deployed military parents). However, European American parents attended significantly more sessions, t(269) ϭ 2.46, p ϭ .01, and completed more home practice assignments, t(245) ϭ 2.62, p ϭ .01, than did minority parents. Satisfaction did not differ by race (ps Ն .53). Attendance, home practice completion, and home practice satisfaction were similar between mothers and fathers (ps Ն .39), whereas participant This document is copyrighted by the American Psychological Association or one of its allied publishers.
satisfaction and positive group experiences were higher among mothers versus fathers, t(243) ϭ 2.08, p ϭ .04, and t(242) ϭ 2.84, p ϭ .01, respectively. Outcomes were similar across the seven cohorts (ps Ն .06). Demographic characteristics were similar between MCF and non-MCF groups (ps Ն08).
Primary analyses. Analyses of covariance were conducted to analyze differences in engagement and satisfaction between MCF and non-MCF groups at both the family and individual levels, as well as to examine differences in satisfaction between mothers and fathers. All analyses controlled for relationship status. In addition, all parent-level analyses conservatively controlled for age, race, and number of children. Gender was controlled for in parent-level analyses of MCF status differences, and MCF status was controlled for in analyses of gender differences. Similarly, satisfaction variables were controlled for in parent-level analyses of engagement, and engagement variables were controlled for in parent-level analyses of satisfaction outcomes.
Results

Engagement
Of the 156 families who attended at least one group session, an average of 70.66% (SD ϭ 27.16%) of the total sessions were attended by at least one parent within the family. Attendance did not differ significantly between mothers and fathers after accounting for controls (p ϭ .92). As predicted, families who were invited to attend groups led by at least one MCF attended significantly more sessions (M ϭ 73.25%, SD ϭ 26.46%) than did non-MCF groups (M ϭ 59.78%, SD ϭ 27.80%) after accounting for parents' relationship status, F(1, 153) ϭ 6.96, p ϭ .01.
Families who attended at least one session completed an average of 63.45% (SD ϭ 27.86%) of the home practice assignments. Completion of home practice assignments did not differ significantly between families who attended MCF groups and those who attended non-MCF groups after accounting for relationship status (p ϭ .06). Home practice completion also did not differ significantly between mothers and fathers after accounting for controls (p ϭ .83).
Satisfaction
Participant satisfaction was consistently high, with mean scores for individual sessions ranging from 3.37 to 3.59 (M ϭ 3.44, SD ϭ .48) across all sessions (possible scores ranged from 0 to 4). Participant satisfaction was similarly high between MCF and non-MCF groups, as well as between mothers and fathers (ps Ն .09).
Positive group experiences were also high, with parents' mean scores at individual sessions ranging from 3.31 to 3.50 (M ϭ 3.39, SD ϭ .43) across all sessions. Parents in MCF and non-MCF groups again reported similar experiences after accounting for controls (p ϭ .66), whereas mothers reported more positive group experiences (M ϭ 3.48, SD ϭ .40) than did fathers (M ϭ 3.34, SD ϭ .41) after accounting for controls, F(1, 224) ϭ 6.54, p ϭ .01.
Finally, home practice satisfaction was consistently high as well, with parents' mean scores ranging from 2.69 to 3.04 (M ϭ 2.83, SD ϭ .60) across sessions. Consistent with participant satisfaction and positive group experiences, results did not differ between MCF and non-MCF groups (p ϭ .46). Home practice satisfaction was similar between genders after accounting for controls (p ϭ .11).
Discussion
Data from seven cohorts of ADAPT participants suggest that the contextually modified program is both feasible and acceptable to reintegrating NG/R families. More than three quarters of families who were invited to participate in the program attended at least one session, and those who participated attended an average of 71% of the program. Attendance did not differ between mothers and fathers. Although participant satisfaction and home practice satisfaction also did not differ between mothers and fathers, mothers reported significantly more positive group experiences than did fathers. Further, as predicted, family engagement was significantly higher for groups with at least one MCF, compared to groups with only civilian facilitators.
The ADAPT program goals are consistent with recommendations put out more than two decades ago for working with military families, including focusing on children, combating social isolation, utilizing group facilitators who are well versed in the dynamics of deployment-related stress, and focusing on the period of reintegration (Black, 1993) . More recent evidence that the majority of NG/R parents are concerned about their child rearing practices (Khaylis, Polusny, Erbes, Gewirtz, & Rath, 2011) has highlighted the importance of parenting programs for this population.
Our findings regarding increased attendance at groups that included MCFs are consistent with evidence from civilian studies showing that matching facilitator and participant characteristics (e.g., ethnicity) may enhance program engagement (Parra Cardona This document is copyrighted by the American Psychological Association or one of its allied publishers. This article is intended solely for the personal use of the individual user and is not to be disseminated broadly. et al., 2012) . In regard to military family programs, training of military-connected facilitators does not appear to be typical (e.g., Lester et al., 2011 ). Yet it may be harder for civilian service providers to understand and/or identify with the stress and strain of deployment transitions, particularly during the period of reintegration (Hall, 2011) . Evidence from the present research suggests that MCFs may be more important to family engagement than to parent satisfaction. Although MCFs were associated with enhanced family attendance at ADAPT groups, parent satisfaction did not vary as a function of MCF group status. Although it may be more attractive initially to attend a group with a facilitator who has a common background and/or shared military experience, other factors may drive satisfaction with the group (e.g., facilitators' empathy and teaching skills, other group member support). The fact that mothers consistently reported significantly more positive group experiences than did fathers, despite the fact that there were no significant differences in attendance by gender, is also notable. Given that mothers, rather than fathers, are more often engaged in parenting resources, gender differences in attendance were expected. Differential ratings of positive group experiences may be due to group material's being more relevant for mothers' than for fathers' daily parenting experiences. This may be particularly true in a context where fathers have been absent, such as when the father is the deployed parent. Gender-related relevance of parenting materials may remain even upon fathers' return, because they are less likely to engage in everyday parenting tasks (Parker & Wang, 2013) . It is also worth noting that despite differences between genders in positive group experiences, there were no differences between mothers and fathers in participant or home practice satisfaction.
Outcome evaluations of the ADAPT program, currently in progress, will help to understand gender differences in parenting, changes in parenting as a function of the intervention, and the pathways between parenting and children's adjustment among the mothers and fathers in this study. However, given the makeup of the typical two-parent NG/R family (deployed father, nondeployed or civilian mother), it is important to continue to refine ways to engage and enhance the satisfaction of fathers in parenting programs targeting this population. For example, recent work seeking to enhance civilian fathers' engagement in parenting programs has incorporated more father-relevant content and noted that fathers tended to make more frequent use of humor in sessions than did mothers, whereas mothers shared personal stories and reported on coparenting cooperation more often than did fathers (Frank et al., 2015) . Further modifications to the intervention that seek to better engage families who were not able to attend the ADAPT groups are under way. Considering modifications that account for the unique needs and preferences of mothers versus fathers may be another fruitful avenue to explore in ongoing iterations of ADAPT and similar military family programs.
Although the present report addresses a critical gap in service delivery to NG/R families and focuses on key factors associated with rates of engagement, there were limitations to the research methodology and the study's generalizability. Incorporating MCFs-or not-was not a part of the randomized design of the overarching RCT, and restricted range in satisfaction data may have reduced the likelihood of observing significant effects. Moreover, the study sample was predominantly European American, middle class, and married. Thus, the results may not generalize to a more diverse and less economically secure population of NG/R families. In addition, although present results are highly promising, parenting and child outcomes must be examined to determine the impact that ADAPT has had in improving parenting and child adjustment in reintegrating NG/R families.
Implications for Practice and Research
Current results highlight the importance of considering the background of those who deliver military family programs, in addition to tailoring the content of programs to the unique needs of reintegrating NG/R families. EBPs are often modified to tailor content to the language and culture of a given population (Bernal et al., 2009) . Less often, modifications account for the impact of non-content-specific program characteristics, such as clinician background, delivery sites, delivery methods, or the impact of contextual stressors (e.g., military deployment) on participant adjustment. Given the large numbers of families that have experienced the deployment of a parent in the last 15 years, it would be important to expand the pool of MCFs. As evidence mounts to demonstrate the relevance of clinician-client match (Sue & Sue, 2012) , training in EBPs that targets clinicians with experience that matches the target client population may ultimately maximize the acceptability and reach of programs across populations such as reintegrating NG/R families.
Given the elevated rates of deployment-related adjustment problems in military children (e.g., Aranda et al., 2011) and the challenges for reintegrating NG/R families (Browne et al., 2007) , delivery of evidence-based interventions adapted for military populations, such as ADAPT, may be particularly helpful for military family well-being. And given historical challenges to engaging parents in parenting interventions (e.g., Dumas et al., 2010) , considering factors that may maximize engagement is crucial. Discussion of engagement rates and associated factors is often lacking in existing reports of interventions seeking to support military family resilience (e.g., Beardslee et al., 2013; Lester et al., 2011) . Although demonstrating positive outcomes is ultimately crucial, engagement informs the reach of a given program and may guide further adaptation of interventions to better meet the needs of those who are less likely to engage in existing programs. Interventions cannot benefit those who do not engage.
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